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ICA, especially during the exposure of higher bifur-
cations. It then seems at risk of inadvertent injury.
The pharyngeal branch from the postero-medially
placed vagus nerve (X) passes between the ICA and
external carotid artery (ECA) to the pharyngeal
plexus, the pharynx and soft palate.3
We wondered what methods you used to identify,
retract and protect the aforementioned nerves, and
how often you found their anatomy a negative aspect
of the technique, if ever. Have you noted an incidence
of palsy of the accessory nerve, and if so, was it higher
in the retrojugular approach group?
The relationship of the IJV to the ICA varies at
differing levels in the neck. At lower levels the IJV lies
lateral or postero-lateral to the carotid artery, but at
higher levels, closer to the base of the skull, the IJV
comes to lie posterior to the ICA. Have you encoun-
tered any difficulties in accessing the ICA at higher
levels in the neck with the retro-jugular approach? For
example, in a case with a high bifurcation of the
Common Carotid Artery when you may expect more
retraction of the internal jugular vein for access.
We wonder whether increased difficulties in
exposure and possible nerve injury in some cases
may negate the possible analgesic benefits from the
retrojugular approach.
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Re: Prevention of Postoperative Hernia with
the use of Polypropylene Mesh
We have read with interest an article by Rogers et al.
describing a novel method of postoperative hernia
prevention in patients undergoing an elective surgery
for abdominal aortic aneurysm.1 The authors
described the use of non-absorbable mesh as a
means of prevention of postoperative hernia. Recently
we have published the results of similar study
describing use of polypropylene mesh in gastric
bypass surgery.2 Our patients were morbidly obese
with mean BMI 52.9 kg/m2.
Postoperative hernia is a well recognized compli-
cation of bariatric operations. This complication in the
group of super obese patients (i.e. with BMI greater
than 50 kg/m2) may occur in up to 50% of patients.3
We fully agree with the view presented by Rogers et al.
that mesh implantation between the rectus muscle and
its posterior sheath (sublay method) gives very good
results,4 but we would like to emphasize that this is
not the only viable method of mesh placement. In our
study, we used the onlay technique of mesh placement
and up till now none of our patients has developed
hernia. More recently, we have two sublay technique
of mesh insertion and the results of both methods in
our experience are similar. Therefore, we believe that
onlay technique could be successfully used in the
patients in whom safe creation of space between rectus
muscle and its posterior sheath could be difficult.
In addition, we reckon that the presence of open gut
should not become an excuse for not using the mesh in
hernia prevention—we have been using it routinely in
gastric bypass patients with favorable results for the
last 5 years. This observation of ours is in agreement
with the results reported recently by Franks and
Hrebinko, who successfully employed the mesh even
in the repair of parastomal hernias where the bowel is
widely opened.5
In conclusion, it is worth noting that prophylactic
use of non-absorbable mesh is gradually gaining in
advocates. In a very recently published study Gutier-
rez de la Pena et al. described positive results of the
onlay technique of mesh implantation in a group of
patients with high risk of postoperative hernia.6 We
may be witnessing the common introduction of a new
application of a polypropylene mesh—use it to avoid
wound complications rather than to repair them.
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Letter to the Editor
The study by Young et al.1 ‘Evaluation of the impact of
transthoracic endoscopic sympathectomy on patients
with palmar hyperhidrosis’ makes interesting reading,
but we have four comments.
(1) The main purpose of the paper was to evaluate the
impact of ETS on patients’ lifestyle but the
questionnaire about preoperative symptoms was
done retrospectively. It is extremely difficult for
patients to recall such details months or years after
their operations.
(2) The final comment that ‘compensatory hyperhi-
drosis may occur in a small number of cases’ is at
variance with all other published series. Indeed in
their own paper the incidence of severe compensa-
tory sweating was 9.7%. ETS has significant draw-
backs and of these compensatory sweating is the
commonest reason for regretting the operation.2
(3) We are disappointed that the authors have reverted
to a staged unilateral approach, particularly as one
of the earliest series of bilateral operations also
came from Dublin.3 Worldwide most units perform
bilateral sympathectomy without double-lumen
intubation.
(4) Finally we wonder where the authors derive the
(unreferenced) statement that the operation was
first introduced in 1949. Hughes of Sheffield
deserves the credit for the first published descrip-
tion in 19424 although it is probable that the very
first procedure was carried out in Vienna by E. Kux
in 1937 (M. Kux, personal communication).
A.E.P. Cameron and T.A. Ojimba
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